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The article by Morise t al. (1) proposes tovalidate an algorithm for 
the estimation f the probability of coronary artery disease using 
clinical data. Although this model is obviously based on sound 
scientific and statistical principles, the outcome probabilities appear 
to be underestimated when compared with values previously pub- 
lished by one of the authors (2). 
Comparing data drawn from this report o the results of the 
logistic equation for like ages, discrepancies can be identified. Table 
1 of this letter, showing probabilities of nondiabetic men with typical 
angina, illustrates that at young ages the differences of probabilitv of 
disease by the two methods are as great as 50%. Although t e results 
come nearer to agreement as age increases, they still remain 
distinctly different, no &er than 18.3%. 
Table I. Table of Probabdities 
Age IvEJiM 1979 
(W (90% prevalence) 
35 .6Y.7 
45 87.3 
55 92.0 
65 94.3 
Logistic Value 
(41% prevalence) 
19.5 
36.3 
57.3 
76.0 
NE&M 1979 = New England Jownal of Medicine (Diamond and Forrester 
121). 
It appears that when populations of patients with different 
prevalence rates of disease are compared, probability outcome 
differences increase as the prevalence of disease departs from the 
41% found in that of the Morise group. It may also be speculated 
that he number ofpatients at younger ages in the Morise group is 
underrepresented, p rhaps reflecting a lower incidence ofdisease at 
those ages. 
We believe that he differences obtained using this equation are 
great enough to alter clinical testing procedures and that this 
problem needs to be addressed before this method isimplemented in 
clinical practice to detect he pretest and posttest probabilities of 
disease. 
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Cox and Allen correctly point out that there are significant discrep- 
abilities generated by our algorithm (I) and those 
mend and Forrester in 1979 (2) and that these 
due in large part to the d 
between the two patient groups. We express 
issue in the article and cautioned clinicians t 
if their local group was similar to the group used to derive the 
algorithm. 
Previous studies (3,4) have indicated that prevalence an have an 
important effect on the reliability ofa probability estimate g nerated 
by a prediction rule or algorithm. In addition, there is a way by 
which the algorithm can be prevalence adjusted (4). This requires 
adjusting the logistic intercept ofthe equation used to generate he 
probability (page 1195 of our article [I]) in the following manner. For 
the purposes of this example, we wili the derivation group 
prevalence of 41% of our article and the g prevalence of9O% of 
Diamond and Forrester (2). 
Compute the prior odds for each laboratory: 
Odds =p/(l -P) 
OddsMorise (I I = 0.4110.59 = 0.69 
Oddsoiarilrifid !?! = 0.9010. IO = 9.0 
Modify the logistic intercept: 
Intercept = In (Odds) 
InterwtMorise (II = In (OddgMorisc p$ 
InterceptDiamond (2) = ID (OddsDiamond [I$ 
InterceptDiamond (2’ = IftterCeptMo& (t) 
+ In (OddSDiamond [2jOddsMotise [II) 
= InterceptM,,iSe [ I + In (9.0/0.69) 
= InterceptMO,iSe [,, + 2.56 
In Table 1 of this letter, columns 2 and 3 are the data provided by 
Cox and Allen, which are the probability estimates using the 
methods escribed above (1,2). column 4 presents he probability 
estimates u ing an updated version (5) of the original method of 
Diamond and Forrester. Column 5presents he prevalence adjusted 
probabilities using the adjusted intercept noted above. The value for 
Intercept,,,, ,,) was -6.04 (Table 4, column 2[I]). 
You will note that he adjusted values are very close to those of 
the methods of Diamond et al. (2,5). This adjustment in the 
calibration of the algorithm depends, Df course, on a reasonable 
estimate of local prevalence. One can estimate he local prevalence 
of coronary artery disease ina population referred for stress testing 
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